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ABSTRACT
This article aims to build a potentially adaptable model of clinical pastoral care for
Estonia’s healthcare institutions. To help the development of spiritual support provision in
Estonian healthcare institutions, we are currently working on creating a model of clinical
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pastoral care that would be in accordance with the local circumstances. Preparatory research
in the matter has addressed the socio-cultural and institutional context that shows the great
need for interdisciplinary teamwork. The current article offers concrete proposals in the
following main points: a) presentation of the pastoral caregiver; b) main actors; c) forms of
cooperation; and c) education and internal trainings. The model construction draws
information from international research and considers it in Estonia’s local context.
Spiritual support provision in Estonia’s healthcare has not yet been taken for granted and
the concept is not fully understood. Secularity and religious diversity also set complex
frames. Therefore, the model is suggested in guiding proposals, not in a rigorous structure.
As such, the model could also be useful for healthcare spiritual support developments in other
countries with similar characteristics. The article also poses possible questions of the
implementation potential of the model.
Keywords: pastoral care, healthcare chaplaincy, spiritual support, interdisciplinary team,
holistic care, patient centered care.
******

Introduction
Lately, international discussion in holistic healthcare has addressed spiritual support
measurable outcomes as well as its ethical rationale. Different models have been created for
integrating spirituality into patient care, also emphasizing the importance of model
adaptability in particular settings and cultural environments.1 Next to clinical pastoral care,
there is the idea of wider spiritual support in healthcare institutions. That includes different

1

Harold G. Koenig, “The Spiritual Care Team: Enabling the Practice of Whole Person Medicine,” Religions
5(4, 2014): 1161-74, doi: 10.3390/rel5041161. Also Michael J. Balboni, Christina M. Puchalski, and John R.
Peteet, “The Relationship between Medicine, Spirituality and Religion: Three Models for Integration,” J. Relig.
Health 53(5, 2014):1586-98, doi: 10.1007/s10943-014-9901-8.
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team members recognizing and responding to patients’ spiritual needs— referring to
possibilities of receiving particular spiritual (including religious) care or offering a supportive
presence.2
To help the development of spiritual support provision in Estonian healthcare institutions,
we are currently working on creating a potentially adaptable model of clinical pastoral care
that would be in accordance with local background. Preparatory research in the matter has
addressed the socio-cultural3 and institutional4 context where clinical pastoral care in Estonia
has to function. The conclusions of these two studies show the great need and also the will for
interdisciplinary teamwork.
Interdisciplinary teams in healthcare settings have been highlighted as more flexible than
multidisciplinary ones, also engaging different specialists more through informal cooperation
and lessening the status differences.5 The purpose of the current article is to present a
potentially adaptable model of interdisciplinary team-based pastoral care for healthcare
institutions in our specific context. For creating the solid model, we offer concrete proposals
in the following main points: a) presentation of the pastoral caregiver; b) main actors; c)
forms of cooperation; and c) education and internal trainings.
We also point out that this potentially adaptable model is not perfect or the best possible
solution that would not need further development. It is the one that would be the most

2

George F. Handzo and Harold G. Koenig, “Spiritual Care: Whose Job is it Anyway?” South Med J 97(12,
2004): 1242-4. ; Naomi Howard et al., “Recognizing and Meeting the Spiritual Needs of Hospital Inpatients,”
Health and Social Care Chaplaincy 1(1, 2013): 35-48, doi: 10.1558/hscc.v1i1.35; Koenig, “The Spiritual Care
Team.; Piret Paal, Carlo Leget, and Andrew Goodhead, “Spiritual Care Education: Results from an EAPC
Survey,“ EJPC,22(2,2015):91-95,
URL: http://www.eapcnet.eu/Portals/0/Clinical/Publications/EJPC22%282%29Paal.pdf.
3
Liidia Meel, “Socio-Cultural Aspects of the Development of Contemporary Clinical Pastoral Care in Estonia:
A Systematic Review,” Health and Social Care Chaplaincy, 4(1, 2016): 57-70, doi: 10.1558/hscc.v4i1.28461
4
Liidia Meel, “Defining the Context for Best Practices: Institutional Setting for Clinical Pastoral Care in
Estonia,” (submitted 2016 to the Journal of Religion and Health, status: under review).
5

Kevin Real and Marshall S. Poole, “A Systems Framework for Health Care Team Communication,” in
Organizations, Communication and Health, ed. Tyler R. Harrison and Elizabeth A. Williams, (New York:
Routledge, 2016), 49-64.
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acceptable for our patients, medical staff and organizations at the given moment, considering
our current circumstances. The context analysis indicated a transition period in our
healthcare, with spiritual support only rooting and palliative care developing. Since during
the Soviet period, religion was banned from hospitals, spiritual support provision in
healthcare has not been taken for granted nor is the concept itself fully understood. Pastoral
care is often associated either with end of life care or with a strictly Christian worldview.6
Therefore the model cannot be suggested in any rigorous structure but rather in guiding
proposals. As such, the model could also be useful for healthcare spiritual support
developments in other (especially post-Soviet) countries with similar characteristics as
Estonia. Should the proposals be accepted in our healthcare system, we can in time move
towards a more structured model.

Method and Design of the Article
The article uses research synthesis for selecting and combining relevant studies in the
subject field. The chosen approach allows us to inform the different aspects of the model by
looking at the international research and current Estonian situation. The latter is presented
through the preparatory context analysis and related research in Estonian pastoral care,
healthcare and socio-cultural background. Searches for international literature was conducted
from February 2016 to December 2016 in MEDLINE, EBSCO, Scopus, Social Science
Research Network and Google Scholar databases, using a combination of keywords including
“healthcare”, “spiritual support”, “pastoral care”, “interdisciplinary“, “chaplaincy“, “holistic
care”, “teamwork”, “outcome/s oriented” and “patient centered”. Complementary theoretical
background is used to explain the mutually interwoven nature of holistic care dimensions,
such as the physical, psycho-social, spiritual, and also organizational components.

6

Meel, “Socio-Cultural Aspects.”
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According to the design of the article, it introduces in the first section the pre-existing
foundations in Estonia; in the second section, it deals with building the model; and in the
third section, it discusses the possible questions about its implementation potential. The
conclusion summarizes the model by extracting the concrete proposals for each section.

The Existing Foundations
The analysis of Estonian socio-cultural context shows the following cornerstones: 1)
cultural and religious diversity; 2) a mainly secular society, while at the same time, expecting
the Church to participate in caring for the people in need; 3) an indicated need for
interdisciplinary cooperation; 4) the Estonian healthcare chaplaincy’s openness to
international discussion, sharing the best practices and orientation to become more researchbased; and 5) the clinical pastoral care in Estonia which is not financed from the state budget
health insurance funds.7 Estonian institutions are also moving towards a more humancentered management, which values cooperation and networking.8
The research on the institutional setting of Estonian healthcare institutions adds to the
previous specific findings: 1) the perceived need and good will for interdisciplinary
cooperation with a pastoral caregiver; 2) the expressed need for internal trainings in the
subject of pastoral care among other healthcare professionals; 3) the preference of a pastoral
caregiver to be a professional member of the staff; 4) the disposition of medical staff—half of
the respondents believe or tend to believe in the existence of the benevolent higher power; 5)
the need to explain the pastoral care working outcomes; and 6) the need to clarify the
presentation of the pastoral caregiver in healthcare institutions.9

7

Ibid.

8

Eneken Titov, “Management Paradigm Values in Real and Propagated Level as Prerequisites of Organisational
Success“ (PhD diss., Tallinn University of Technology, 2015).
9

Meel, “Defining the Context”.
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According to the analysis of the current situation in Estonian pastoral care, the following
characteristics are presented: 1) practical theology and pastoral counseling that are getting
closer to the social scientific approach; 2) the start and development of a chaplain’s
institution at healthcare, police, and military settings; 3) different churches that have started
their own pastoral care services; 4) working out a professional standard for chaplains and
pastoral counselors; and 5) a widely reported need for conceptualization of the role and
meaning of counselor at concrete institutions.10
Based on these findings of the context analysis and the analysis of the current situation in
Estonian pastoral care, it can be suggested that pastoral caregivers in Estonian healthcare
institutions should be:


mainly outcome-oriented, supporting their work with adequate research, and able to
express their working outcomes in a language understandable to co-workers and
management;



prepared to “join forces” with members of the institution’s psycho-social support
(clinical psychologists and social workers) for upholding the idea of holistic care and
making their voice heard in management;



focusing on existential questions and spiritual/religious reflections while also being
able to address social and psychological issues as well as potential cultural conflicts;



a supportive member of the institution’s working community: adjusted to
interdisciplinary teamwork, well-prepared for giving internal trainings and supporting
the staff, while also being aware of the possible lack of cooperation due to different
worldviews and the fact that spiritual support provision is not yet fully rooted in our
healthcare;

10

Tõnu Lehtsaar, Kaido Soom, and Olga Schihalejev, “Suundumusi nüüdisaegses hingehoius” [“The
developmental trends in contemporary pastoral counselling”], Usuteaduslik ajakiri, 1(2015): 83-98.
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open-minded towards cultural (incl. spiritual/religious) diversity, but also able to
detect harmful practices that could affect the patient’s treatment; and



rooted in their own faith but not exclusively propagating their worldview.11

These above-mentioned observations are to be taken as a basis for the model creation and
to be addressed on theoretical background and earlier studies.

Building the Model Body
Based on the context analysis, the following parts of the model body are outlined: (i)
presentation of the pastoral caregiver; (ii) main actors; (iii) forms of cooperation; and (iv)
education and internal trainings. Each are to be built by looking at the international research
and theoretical background according to Estonia’s specific characteristics as noted above as
well as considering the need for interdisciplinary treatment, education, assessment, and
management.

Presentation of the Pastoral Caregiver
The current aim is to address the matter of introducing the profession of pastoral care in
everyday contact with patients and co-workers, during the internal trainings and in
preparatory education, in contact with management, and also to the wider public.
With three different organizational forms of spiritual support provision,12 Estonian
clinical pastoral care faces the question of self-presentation. Professional standards have been
set and Estonian healthcare chaplaincy has shared ENHCC’s (European Network of Health

11

Meel, “Socio-Cultural Aspects.”; Meel, “Defining the Context.”; Lehtsaar, Soom and Schihalejev,
“Suundumusi.”
12

Community clergy visits; hospitals permanent chaplains or pastoral counsellors; chaplain or a pastoral
counsellor as a member of a hospital's palliative care team (Meel, “Socio-Cultural Aspects”).
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Care Chaplaincy) common statement,13 which has been issued to clarify the basis of
professional presentation in the context analysis.14 The question still remains: in order to
highlight the value of spiritual support in healthcare, is our work better explained through the
process of a supportive presence or measurable outcomes?
The idea of “hopeful presence” is seen as a value in itself with no prescribed but still
observable outcomes.15 As such, it almost reached its unique position in the end of life care
also seen in Estonian healthcare institutions.16 We say “almost,” because for example, in
2013, pastoral care was integrated and pastoral caregivers were valued as team members, also
supporting the staff in Estonian hospice care.17 Now, we can see standstill and some relapse
here. Health insurance fund still does not see spiritual support as an integral part of
healthcare, and since October 1, 2015, East Tallinn Central Hospital officially abandoned
offering pastoral care service.18 The problem of funding as well as the expectations of
individuals pressure Estonian clinical pastoral caregivers to explain the outcomes of their
practice. In connection with Christianity or other spiritual practices, people in Estonia seek
mainly practical aid and solutions to solve their problems.19 When talking about aligning with
the international professional community, there also has been a general call to action stressing

13

Presented at the consultation Healthcare Chaplaincy in the Midst of Transition (2014) URL:
http://enhcc.eu/2014_salzburg_statement.pdf
14

Meel, “Socio-Cultural Aspects.”

15

Steve Nolan, „Re-evaluating Chaplaincy: To Be, or Not…,“ Health and Social Care Chaplaincy, 1(1, 2013):
69-60, doi: 10.1558/hscc.v1i1.49
16

In Estonian healthcare hospice care is offered in hospital departments.

17

Sandra Rump, “Hingehoid Eesti hospiitsides“ [„Pastoral counselling in Estonian hospices“] (Applied higher
education research paper, Tartu Academy of Theology, 2013).

18

East Tallinn Central Hospital, e-mail message to author, November 30, 2016.

19

Ringo Ringvee, “Ristiusu kohtumine teiste vaimsete praktikatega – Eestimaa kogemus” [“Meeting of
Christianity and Other Spiritual Practices – Estonian Experience”], in Astu Alla Rahva Hulka [Step Down
among the People], ed. Eerik Jõks (Tallinn: Eesti Kirikute Nõukogu [Estonian Council of Churches], 2012),
271-82.
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the healthcare chaplaincy’s need to become more outcome-oriented and evidence-based.20
And, of course, there already has been some discussion about the difficulties, possibilities,
pros and cons of outcome-oriented approach. Outcome-orientation has been addressed as
beneficial by many authors--conducting the research and defining the outcomes would help
us to identify and meet the needs of the care-seekers, and enhance the mutual understanding
in interdisciplinary cooperation through clarifying what pastoral caregivers actually do.21
Potential problems and limitations are pointed out as the lack of research-based definitions.22
Problematic is the fact that pastoral caregivers would sense the conflict between the
“transcendent” aspect of their work and normal criteria of outcome measures.23 There is also
the need to develop the suitable tools for studying spiritual matters.24
The outcome-oriented approach allows us to present spiritual support measurable
benefits to the institution’s management. But what about the rationale of spiritual support
provision if assessment is complicated or spiritual support seems to have only a marginal
effect? This is not a problem in its essentials for caregivers, as the presence and outcomeoriented approach can be and certainly are used as parallels. Nolan issued an invitation to reevaluate chaplaincy so that it would benefit from an outcome-oriented and evidence-based

20

George F. Handzo et al., “Outcomes for Professional Health Care Chaplaincy: An International Call to
Action,” Journal of Health Care Chaplaincy, 20(2, 2014): 43-53.
21

Larry VandeCreek and Arthur M. Lucas, ed., The Discipline for Pastoral Care Giving: Foundations for
Outcome oriented Chaplaincy (Binghampton: The Haworth Press, 2001). ; Larry VandeCreek, ed., Professional
Chaplaincy and Clinical Pastoral Education Should Become More Scientific: Yes and No (Binghampton: The
Haworth Press, 2002).
22
Katherine R.B. Jankowski, George F. Handzo, and Kevin J. Flanelly, “Testing Efficacy of Chaplaincy Care,”
Journal of Health Care Chaplaincy, 17(3-4, 2011): 100-25, doi: 10.1080/08854726.2011.616166.
23
Christopher Swift, Hospital Chaplaincy in the Twenty-first Century, 2nd Edition (New York: Routledge), 106.
24

Stephen P. Greggo and Karyn Lawrence, “Clinical appraisal of spirituality: in search of rapid assessment
instruments (RAIs) for Christian counselling,” Journal of Psychology and Christianity, 31(3, 2012): 253-266.
URL:
https://www.thefreelibrary.com/Clinical+appraisal+of+spirituality%3A+in+search+of+rapid+assessment...a0342175858; John Foskett, “Is there Evidence-based Confirmation of the Value of Pastoral and Spiritual
Care? An Invitation to Conversation,“ Health and Social Care Chaplaincy, 1(1, 2013): 83-90. doi:
10.1558/hscc.v1i1.83.
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approach, but in ways that value and promote spiritual care through a person-focused
presence.25 In their call to action, Handzo et al. stress:
[---] this should not be interpreted to mean that the patient's values and
expectations and the chaplain's professional expertise, ways of relating, and
professional wisdom rooted in rigorous formation and nurtured by ongoing
reflective practice are no longer of value. [---] Research-developed evidence
needs to be included as a driver of better care but only as a driver along with
others, not as the driver (American Psychological Association Presidential Task
Force on Evidence-Based Practice, 2006). [---] The evidence for chaplaincy
outcomes can be developed without compromising the sacredness of the chaplainpatient relationship.26
It may become a problem if among the institution’s management and in healthcare policy,
the outcomes are seen as the sole reasoning for spiritual support financing. The potential
problem is ethical from the point of view of the decency of healthcare institutions in general.
Sedmak has addressed the subject of decent institutions in the ethical perspective of business
success through sustainability,27 and presented it also in the context of healthcare
chaplaincy.28 Inspired by Avishai Margalit’s The Decent Society,29 he claims: “decent
institutions are those that do not humiliate people; these are minimum standards for humane
hospitals and should not be hellish. Among other things that make an institution hellish are:
no opportunity for discussing the question Why, and no room for individual thinking and
expression.”30

25

Nolan, “Re-evaluating Chaplaincy..

26

Handzo et al., “Outcomes”.

27

Clemens Sedmak, “Sustainability: Ethical Perspectives,” in Sustainable Entrepreneurship: Business Success
through Sustainability, ed. Christina Weidinger, Franz Fischler, and René Schmidpeter (Heidelberg: Springer,
2010), 51-66.

28

Clemens Sedmak, “Challenges for humane hospitals” (paper presented at the ENHCC 13 th consultation Open
for the future: Envisioning Chaplaincy in the midst of transition, Austria, Salzburg, May 28 - June 1, 2014).
URL: http://enhcc.eu/salzburg14_notes.pdf
29

Avishai Margalit, The Decent Society. (London: Harvard University Press, 2009).

30

Sedmak, “Challenges”.
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Another relevant conclusion from The Decent Society is that a person should not feel
deprived from any essential part of their lives.31 The latter is something that inpatients may
easily feel, being unable to follow their usual religious/spiritual life outside, if not granted
any spiritual support inside the hospital. From this perspective, spiritual support as an
important part of holistic approach can be taken for granted. Next to the outcome-oriented
reasoning, spiritual support also has been recognized as “affirming the worth of an
individual” in holistic care for long-term conditions,32 fostering the humanity of the patients
in emergency medicine,33 and considering in counseling the results of research in the field of
psychology of religion and psychotherapy.34
Being a part of holistic care (WHO definition of palliative care35), spiritual support would
be at least accessible for every patient at their own will and the staff would have basic
knowledge for recognizing spiritual needs and referring to a pastoral caregiver. Therefore we
propose that professional presentation of the pastoral caregiver should stress both the
importance of supportive presence for granting the ethical minimum and measurable
outcomes for addressing the patients’ particular problems and for further organizational
planning.
When dealing with the patients’ particular problems through interdisciplinary teamwork,
we have to discuss potential role confusion and conflict. Role blurring, role conflict and role

31

Margalit, The Decent.

32

Alan Brown, “Caring for the Spirit,” in Developing Holistic Care for Long-term Conditions, ed. Carl
Margereson and Steve Trenoweth (London: Routledge, 2010), 165-75.

33

Mildred M. Best et al., “Spiritual Care Services in Emergency Medicine,” in Diversity and Inclusion in
Quality Patient Care, ed. Marcus L. Martin et al. (New York: Springer Publishing Company, 2016), 83-100.

34

Siang-Yang Tan, Counseling and Psychotherapy: A Christian Perspective (Grand Rapids: Baker Academic,
2011).

35

World Health Organization, Definition of Palliative Care. URL:
http://www.who.int/cancer/palliative/definition/en/
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competition have been seen as undermining teamwork.36 Lack of clear role definition also has
been found to be stressful for pastoral caregivers.37 Better team functioning can be reached by
both clear defining roles and interdisciplinary training, as well as policies, resources and
structures that would support the interdisciplinary team model.38 Continuous education of the
team members and including caregivers in the reflective process of patient care can also be
seen as promoting active learning and collaboration within the teams.39
In multi-professional education, Atkins has stressed the importance of respecting the
traditions and maintaining the self-confidence of different professional groups. He points out
the potential resistance (also retreat and rejection to a change) with the elements similar to
bereavement when group boundaries and traditions are threatened by integration.40 The same
can be experienced by the pastoral caregivers in the process of integrating spiritual support in
healthcare, which demands specific consideration of other disciplines according to the
particular area of practice (e.g. oncology, rheumatology, mental health, end of life care etc.).
Such behavior can be related to the patterns of thinking learned during previous
experiences.41 Whether these experiences have been positive or negative, creating either
confusion or clarity, influences further teamwork and therefore also need to be addressed
through highlighting the possibilities and boundaries of each profession. For example, the
study in Estonian hospitals show that the majority of medical staff working directly with

36

Elaine Wittenberg-Lyles et al. “Interdisciplinary Collaboration in Hospice Team Meetings,” J Interprof Care,
24(3, 2010): 264-73, doi: 10.3109/13561820903163421; Amy Olshever, “Integration of Groupwork Theory and
Hospice Interdisciplinary Team Practice,“ Groupwork, 21(3, 2011): 22-61.
37
Mari L. Williams et al., “A prospective study of the roles, responsibilities and stresses of chaplains working
within a hospice,” Palliative Medicine, 18(7, 2004): 638-45, doi: 10.1191/0269216304pm929oa
38
Moira O’Connor and Colleen Fisher, „Exploring the Dynamics of Interdisciplinary Palliative Care Teams in
Providing Psychosocial Care: ’Everybody Thinks that Everybody Can Do It and They Can't’,“ Journal of
Palliative Medicine, 14(2, 2011): 191-6. doi: 10.1089/jpm.2010.0229
39

Wittenberg-Lyles et al. “Interdisciplinary Collaboration”.

40

Jo Atkins, “Tribalism, Loss and Grief; Issues for Multiprofessional Education,” Journal of Interprofessional
Care, 12(3, 1998): 303-7. URL: http://www.tandfonline.com/doi/abs/10.3109/13561829809014121
41

Tõnu Lehtsaar, Hingehoiu psühholoogia [Psychology of pastoral counselling] (Tallinn: Logos, 2015), 60-114.
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patients or managing patient care were familiar with the concept of pastoral care, but most of
them would like to get additional knowledge.42
Considering this, we propose that the professional presentation of clinical pastoral
caregivers in Estonian healthcare should further highlight the proficiency in spiritual/religious
issues and existential questions, and stress the complementary nature of acquired knowledge
in other disciplines for better teamwork.

Main Actors
Different needs of an individual are interconnected and should be addressed as such in
healthcare. For example Koenig (2014) presents a structured model of a spiritual care team
for different inpatient and outpatient settings.43 But better communication with the patient’s
treatment team would enable the pastoral caregiver to meet the patient’s spiritual needs in a
biopsychosocial context and provide more holistic support even without a structured spiritual
care team. We propose integrating spiritual support in Estonian healthcare through an
interdisciplinary model, also engaging informal meetings and lessening the status differences
through mutual respect.
By Real and Poole, an interdisciplinary team in healthcare is considered to be more
flexible and adaptive than a multidisciplinary team. A multidisciplinary team brings together
different expertise as well as benefits in learning from each other, and usually has formal
meetings and some informal ways for awareness-building. But it also has more
communication barriers rising from the discipline-based frames of reference. An
interdisciplinary team communicates through informal meetings as well and has fewer status
differences. A further step in flexibility would be transdisciplinary teams that have more

42

Meel, “Defining the Context.”

43

Koenig, “The Spiritual Care Team.”
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cross-disciplinary skills, but these are in danger of dilution and erosion of disciplinary
skills.44
Next, we will discuss the main actors of an interdisciplinary team according to the
principals of the patient-centered approach that is also gaining attention in Estonian
healthcare.45 Here, we do not present the main actors solely in the perspective of pastoral
care, but as equal members of a treatment team.
IAPO (International Alliance of Patients’ Organizations) Declaration on PatientCentred Healthcare states the following:
Health systems in all world regions are under pressure and cannot cope if they
continue to focus on diseases rather than patients; they require the involvement
of individual patients who adhere to their treatments, make behavioural
changes and self-manage.
The patients have a right and responsibility to participate in healthcare
decision-making; the choices in treatment and management options should fit in with
the patient’s particular needs, and their preferences, values, autonomy and
independence are to be respected.46 Carman et al. point out that at the level of direct
care, the patient and family would both be engaged in developing and initiating the
treatment most suitable in the specific case. In organizational design and governance,
they would help in planning, delivery, care evaluation, staff hiring and training, quality
improvement and development. Patients and their families would also be engaged in

44

Real and Poole, “A Systems Framework.”

45

Ilme Aro and Tatjana Oolo, ed., Patsiendikesksus Eesti tervishoius – patsientide ja nende lähedaste
vaatekohad [Patient-centeredness in Estonian Healthcare – Perceptions of Patients and Their Relatives] (Tartu:
Tartu University, 2015), URL:
http://dspace.ut.ee/bitstream/handle/10062/45219/Artiklikogumik_Patsiendikesksus_30012015.pdf
46

IAPO Declaration on Patient-Centred Healthcare (2006), URL:
https://www.iapo.org.uk/sites/default/files/files/IAPO%20Declaration%20on%20PatientCentred%20Healthcare%20Poster.pdf
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policy-making focusing on development, implementation, and evaluation of healthcare
policy and programs.47
When involving the patients in treatment decisions, thorough information should be
provided about their disease and treatment options.48 Since in a patient centered approach, the
patients are considered partners, they are also the providers of information for treatment
process and decision-making.49 The patients’ family and friends are seen supporting the
patients and also informing the patient care.50 As much as there is mutual consultation about
the medical condition and corresponding psycho-social support, patients/close ones and staff
may need consultation about particular spiritual or religious issues that influence decisionmaking and the patient’s adherence to their treatment, considering religion can be one of the
healing factors in a treatment process.51 Therefore the pastoral caregiver can be seen as one of
the important actors at all levels of healthcare, alongside patients and their close ones,
doctors, nurses, clinical psychologists, and social workers.
Preparatory education, internal trainings, treatment, and management decisions in
interdisciplinary teamwork benefit from conducting the research and defining the outcomes
in all holistic care dimensions. In a patient-centered approach, it is suggested that clinicians
and investigators should focus on patient importance rather than on clinically relevant
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48

Gordon Guyatt, et al., “Patients at the Centre: in our practice, and in our use of language,” Evid Based Med,
9(1, 2004): 6-7, doi:10.1136/ebm.9.1.6 IAPO Declaration.; Ronald M. Epstein and Richard L. Street, “The
Values and Value of Patient-Centred Care,” Annals of Family Medicine, 9(2, 2011): 100-3.
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outcomes.52 That places the patients’ preferences and values also in the center of studies. The
research process should involve the patients as equal partners rather than research objects, as
the patients can help us develop tools and terminology.53
When it comes to actual cooperation, we have to pay attention to the differences between
active treatment and hospice care. Balanced team functioning in active treatment is more
complicated than in hierarchy-reducing hospice care; in active treatment, the complications in
teamwork may rise from unequal status and uneven distribution of power.54 As previously
noted by Real and Poole, an interdisciplinary team has less communication barriers and
therefore the voices of the team members can be equally heard.55 In actual cooperation, we
have to think also how to empower the patients’ voices through their representation in the
team (e.g. pastoral caregiver mediating the spiritual needs of the patient or social worker
explaining the coping difficulties, and how these two may be interconnected).
Based on the patient-centered approach, we suggest the main actors at different levels as
follows: Patients and their close ones, pastoral caregiver, doctors, nurses and institutions
psycho-social support as equal partners in reciprocal continuous education and in research
informing the decision-making process in treatment, management, and healthcare policy.
Pastoral caregiver, nurses, and the institution’s psycho-social support as mediators balancing
the traditional authority of doctors’ expertise and patients’ values and preferences. Pastoral
caregiver as a specialist and staff’s educator, particularly in the matters of spiritual support
and Estonia’s religious/spiritual diversity.
Decision-making, behavioral changes, and adherence to the treatment may require
additional support for the patients and their families. Therefore the team should also consider
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engaging the representatives of the patient’s support group (e.g. illness-focused,
religious/spiritual or self-help) according to the particular case and the patient’s wish.

Forms of Cooperation
Consultation, collaboration, coordination and referral have been introduced as beneficial
forms of cooperation for pastoral care practice in interdisciplinary settings. All of them
require recognizing the need of another specialist. The current idea addresses the specific
forms of cooperation in the context of clinical pastoral care and wider spiritual support in
Estonian healthcare.
Consultation is a method for deepening one’s knowledge and improving one’s skills with
assistance from another specialist and with the aim to work more effectively with careseekers.56 Based on Macht (1978),57 Cunningham presents client-centered and consulteecentered case consultations as the most helpful in pastoral care.58
Thompson offers four basic types of consultation for clinical pastoral care: a) ongoing
consultation (either in a peer group or an individual model; case-centered, process-centered
or combined); b) ongoing consultation limited to a particular client (including different
consultants in compliance with the patient’s specific background); c) one-time or limited
consultation (gaining additional information in a concrete incident or particular issue); and d)

56
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educational consultation (expanding knowledge; e.g. training programs, introducing new
developments, clinical case conferences).59
The study in Estonian healthcare institutions showed the medical staff’s wish to consult
with the pastoral caregiver about the patient’s feelings, spiritual/existential questions and
reactions; most of the respondents would also consult with the pastoral caregiver about the
ethical issues.60 Therefore we can see the best grounds for client- and consultee-centered case
consultations and educational consultations. These can also function as potential platforms
for expanding the consultation range to program/service development and management.
In client consultation, the patient-centered approach has addressed the benefits of
engaging the patient in a decision-making board. Compared to the standard consultation,
greater involvement has been proven to increase the patient satisfaction with decisionmaking and also provide more knowledge about the disease and treatment options.61 Since
spiritual/religious issues may influence the decision-making process, an opportunity of also
engaging a spiritual support specialist (pastoral counselor or chaplain) in such boards at the
will of the patient would be potentially beneficial.
Collaboration is a form of cooperation where different specialists address different
aspects of care, offering complementary services and mutual support.62 Preparation, time and
supportive structures that are founded on pre-existing clinical relationships are seen as factors
necessary for successful collaboration.63 Collaboration in clinical pastoral care (for example
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through regular meetings) enables the interdisciplinary team to actually work together for
problem solving in direct care or service development, also sharing the responsibility for the
process and outcomes.64 For helping successful collaboration in direct patient care for
example, a collaborative deliberation model has been created proposing the following points:
a) constructive interpersonal engagement, b) recognition of alternative actions, c)
comparative learning, d) preference construction and elicitation, and e) preference
integration.65 In addition to regular team meetings, collaboration can take place during the
morning rounds, informal meetings or through written communication.
Actual teamwork that would include spiritual support has not yet been rooted in Estonian
hospitals. As a formal palliative care team, it functions only in North-Estonia Medical
Centre,66 and we do not have any overview of informal teamwork in other settings. Therefore
the awareness-raising about the possibilities of engaging the pastoral caregiver in team
meetings and morning rounds could also be done through client and consultee-centered case
consultations and educational consultations. That would help pastoral caregivers find allies
among healthcare specialists for upholding the idea of holistic care and a patient-centered
approach.
On the other hand, in the healthcare teams that also offer psycho-social and spiritual
support, pastoral caregivers would have potential duplication, overlap, and contradictions
with clinical psychologists and social workers. Here is helpful coordination, where different
specialists inform each other aiming to synchronize their work and prevent overlap,
duplication or counterproductive actions.67 Coordination in medical teams can be organized
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in different ways, considering the particular tasks, size, and structure of the team as well as
the time pressure (explicit vs implicit coordination).68 In a pastoral care ongoing process, the
care-seekers would be asked for information and permission to contact the other professional
working with the case.69 Koenig proposes a nurse or a clinic manager as the spiritual care
coordinator, providing the resources like information on pastoral care services and local faith
communities, or spiritual reading materials.70 Considering Estonian institutional context and
socio-cultural background, we cannot suggest the nurse in Estonian healthcare institutions
cover any wider range of spiritual care coordination than providing information on pastoral
care services. The lack of time, exhaustion, and overwhelming amount of one’s own specific
work has been thought to prevent conversations on spiritual/existential topics between the
medical staff and patients in Estonian hospitals.71 The spiritual screening and coordination of
spiritual care, as suggested by Koenig,72 would require additional time and training to the
overall awareness-raising for spiritual support. We also have to consider the great diversity of
the Estonian religious/spiritual landscape that would require even more work in the
coordinators’ training.73 Therefore we do not propose the nurses or clinic managers as
spiritual care coordinators at this particular stage of our healthcare. This does not mean that
such spiritual care teams by the example of Koenig would not be welcome in piloting the
further development.
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Cunningham and Thompson both introduce referral as a beneficial form of cooperation in
clinical pastoral care. Referral is used in the cases where a specialist can see the need for
particular assistance, but is not able or in the position to offer such. Making adequate referrals
requires clear definition of the problem and identification of the potential source of suitable
assistance, be that treatment, advice, support services or something else. The person may
follow the referral at their own wish; referrals do not necessarily end the existing relationship
but may bring in additional or parallel assistance.74
Handzo and Puchalski address the matter in palliative care where referrals to the pastoral
caregiver should be triggered automatically if the patient’s spiritual distress is evident, or be
automatic if the patient is referred to palliative care. They suggest previous spiritual screening
and spiritual history for triggering referrals in larger and more complicated settings, but
additionally to automatic referrals. In any case, pastoral care should be presented as a regular
service being an integral part of palliative care.75
At the same time, the importance of spiritual support should also be recognized outside
the palliative care service, e.g. emergency medicine and neonatal intensive care.76 There, the
referrals to the pastoral caregiver could be seen as a required minimum of interdisciplinary
cooperation.
In the study of Estonian institutional setting, 89 percent of the responding medical staff
would refer the patient to the pastoral caregiver; the pastoral caregiver is also preferred to be
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an official member of the staff.77 The latter would also enhance the reliable working
relationship and learning about each other’s profession as a basis for adequate referrals.
Considering this, we propose that the pastoral caregiver should be an official member of
the staff for enabling better cooperation; if the pastoral caregiver is invited from outside, it
should not be a random but a long-time working relationship that would allow them to
engage them in the team. Client and consultee-centered case consultations and educational
consultations could be used as initial platforms for awareness-raising and expanding the
consultation range to program/service development and management. These forms of
cooperation could also be used as platforms for awareness-raising about the possibilities of
engaging the pastoral caregiver in team meetings and morning rounds. Consultations and
internal trainings could be used as platforms for clarifying the indicators that trigger mutual
referrals between different specialists. We suggest coordination between the pastoral
caregiver, clinical psychologist, and social worker for avoiding overlapping, duplication, and
contradictions. We also propose engaging the pastoral caregiver directly in the decisionmaking process at the will of the patient; all patients should be informed about this
possibility.

Education and Internal Trainings
For palliative care education, spiritual support has been proposed as a crucial component
to be included either as a part of a wider program or as a separate course. Here, the care
providers are expected to be able to both recognize spiritual issues and also to deliver
spiritual care.78
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At the same time, the idea of whole person care is expanding the subject of spiritual
support integration across the entire healthcare system. As a fundamental part of
compassionate and high-quality healthcare, spiritual support should not be limited by the
borders of palliative care.79 In primary health and social care, the joint locality-based
trainings of chaplains, health and social care practitioners from across sectors are
recommended for introducing the meaning of spiritual care as a part of person-centered
holistic care.80 Clinical pastoral education program (weekly meetings for five months, 400
hours of supervised training) has been created, tested, and proven valuable for clinicians in
intensive care.81 The importance of spiritual support also has been pointed out for critical care
nursing in intensive and progressive care units, suggesting in-service training or continuous
education.82
The study of Estonian institutional setting of clinical pastoral care showed the medical
staff’s willingness to listen to the pastoral caregiver during the internal trainings on the topics
of grief and illness-related crises, and the wish to learn more about the concept of pastoral
care.83 This also indicates the good possibilities for the pastoral caregiver to engage medical
staff in creating the spiritual support training programs. Based on the abovementioned study,
the topics for spiritual support education would be hope, death (also fear and expectation of
death), grief, suicide, the afterlife, the question about maintaining consciousness after death,
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the importance of passed life, the need to change and learn, the joy of life, the issues
connected to starting or ending the active treatment, ethical questions, the staff’s coping with
patient death, and the indicators for triggering mutual referrals.84
The processes of spiritual screening, spiritual needs assessment and marking down the
patient’s spiritual history have been proposed as helpful in spiritual support integration.85
Therefore, introducing the responding tools has to also be part of education and internal
trainings.
For integrating spiritual support in Estonian healthcare, we propose engaging the medical
staff in creating joint and mutually beneficial internal trainings. The initial subjects for
spiritual support training could be: spiritual/religious issues connected to death, grief and
illness-related crises; valuing life (passed life, joy of life) and the need to change and learn;
the issues connected to starting or ending the active treatment; the indicators for triggering
mutual referrals; spiritual screening and assessment tools for helping the referrals; ethical and
organizational questions in interdisciplinary cooperation; and Estonian religious/spiritual
diversity for helping staff value the importance of patients’ different backgrounds.
In Estonia, we already have a functioning pastoral care additional education program for
professionals form various fields, and to some extent, adapted specifically for clinical
pastoral care.86 We propose creating the clinical pastoral care additional education program
for medical staff. That should be done by consulting the healthcare specialists and
institutions’ management about the topics, scope, organization and funding.
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Possible Questions of the Implementation Potential of the Model
The model constructed in the current article is theoretical and its adaptability must be
addressed in fieldwork before it can be actually suggested to Estonian healthcare institutions.
Different specialists who would be engaged in such teamwork might have their proposals for
each point in the model. Therefore an additional qualitative research is needed. For example,
engaging the suggested main actors in providing spiritual support may appear to be too
complicated due to the lack of time and the work overload. At the same time, there may
either be possible ways to achieve it or better alternatives.
When considering the professional presentation, we have to take into account that due to
the uneven knowledge and different ways of spiritual support provision in Estonia’s
healthcare institutions, the understanding of the role of the pastoral caregiver may vary. This
also means that the expectations in teamwork may be different. As it comes to stressing either
the outcome-orientation or the idea of supportive presence, the preferences may vary also due
to the different nature of each profession.
Forms of cooperation can be expected to be already rooted according to the
organizational culture. Giving guidelines rather than rigorous structure, the presented model
points out the possibilities of these forms. Whether these would be accepted and implemented
depends greatly on the patterns that already work effectively in the particular institution. The
question is also whether the acquired knowledge of different forms of cooperation would
inspire the teams to try a new approach in their work.
The planning of education/internal trainings for interdisciplinary teamwork has to
consider the basics of each included discipline. What exactly do the other specialists in the
field consider to be the necessary elementary knowledge of their profession and what would
they like the pastoral caregiver to know? What exactly would the other specialists need to
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know about spiritual support in their specific local context to make healthcare more holistic
and learn to understand the individual patient?
Finally, considering the possible differences and/or consensus in each point, can we make
adjustments to the model in a way that we could claim it to be adaptable in different
healthcare institutions? Can we to some extent set it to a universally agreeable structure that
would help to even the provision of spiritual support in Estonian healthcare? And can we do
it in a way that maintains the flexibility that respects the organizational culture of each
institution?

Conclusions
The current article aimed to construct a potentially adaptable model of clinical pastoral
care for Estonian healthcare institutions. It has been done by drawing together the
information from international research and theoretical background, considering Estonia’s
specific context. Summarizing this, we present the model in the following points:

Professional presentation


Stressing the importance of supportive presence for granting the ethical minimum of
spiritual support provision.



Stressing the measurable outcomes for addressing the patients’ particular problems
and for further organizational planning.



Highlighting the proficiency in spiritual/religious issues and existential questions.



Stressing the complementary nature of acquired knowledge in other disciplines for
better teamwork.



Outlining the needs and possibilities for internal trainings and personal continuing
education.
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Main Actors


Patient/close ones, pastoral caregiver, doctors/nurses, the institution’s psycho-social
support (clinical psychologists and social workers as equal partners in reciprocal
continuous education and in research informing the decision-making process in
treatment, management and healthcare policy.



Nurses with the respective will and training to recognize patient’s spiritual distress as
complementary links between patients and the pastoral caregiver.



Pastoral caregiver, nurses, the institution’s psycho-social support as mediators
balancing the traditional authority of doctors’ expertise and patients’ values and
preferences.



Pastoral caregiver as a specialist and staff’s educator particularly in matters of spiritual
support and Estonia’s religious/spiritual diversity.



Patients’ support groups as additional support according to the particular case and the
patient’s wish.

Forms of Cooperation


Pastoral caregiver as an official member of the staff for enabling better cooperation; if
the pastoral caregiver is invited from outside, it should be a potentially long-time
working relationship;



client and consultee-centered case consultations and educational consultations as initial
platforms

for

awareness-raising and

expanding

the

consultation

range

to

program/service development and management;


engaging the pastoral caregiver directly in the decision-making process at the will of
the patient; all patients should be informed about this possibility;
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client and consultee-centered case consultations and educational consultations as
platforms for awareness-raising about the possibilities of engaging the pastoral
caregiver in team meetings and morning rounds;



coordination between the pastoral caregiver, clinical psychologist and social worker
for avoiding overlapping, duplication, and contradictions; and



consultations and internal trainings as platforms for clarifying the indicators that
should trigger mutual referrals between different specialists.

Education / Internal Trainings


Engaging the medical staff in creating joint and mutually beneficial internal trainings;



The initial subjects for spiritual support training would be:
-

spiritual/religious issues connected to death, grief and illness related crises;

-

valuing life (passed life, joy of life) and the need to change and learn;

-

the issues connected to starting or ending the active treatment;

-

the indicators for triggering mutual referrals;

-

spiritual screening and assessment tools for helping the referrals;

-

ethical and organizational questions in interdisciplinary cooperation;

-

Estonian religious/spiritual diversity for helping the staff to value the importance
of the patients’ different backgrounds.

The next step is to address the implementation potential of such a model in Estonian
healthcare institutions and make the necessary adjustments in each point, considering the
comments of different specialists in the field.

Conflicts of Interest
Authors have no conflicts of interest to declare.

OCCASIONAL PAPERS ON RELIGION IN EASTERN EUROPE (MAY 2017) XXXVII, 3

28

BIBLIOGRAPHY
Aro, Ilme, and Tatjana Oolo, ed. Patsiendikesksus Eesti tervishoius – patsientide ja nende
lähedaste vaatekohad [Patient-centeredness in Estonian Healthcare – Perceptions of Patients
and Their Relatives]. Tartu: Tartu Ülikool [Tartu University], 2015.
Atkins, Jo. „Tribalism, Loss and Grief; Issues for Multiprofessional Education.“ J. Interprof.
Care 12 (3, 1998): 303-7.
Balboni, Michael J., Christina M. Puchalski, and John R. Peteet. „The Relationship between
Medicine, Spirituality and Religion: Three Models for Integration.” J. Relig. Health 53 (5,
2014): 1586-98. doi: 10.1007/s10943-014-9901-8 .
Best, Mildred M., Swami Sarvaananda, Jamela M. Martin, Pamela Gayle White, and Marcus
L. Martin. „Spiritual Care Services in Emergency Medicine.“ In Diversity and Inclusion in
Quality Patient Care, edited by Marcus L. Martin, Sheryl L. Heron, Lisa Moreno-Walton,
and Anna Walker Jones, 83-100. New York: Springer Publishing Company, 2016.
Brown, Alan. „Caring for the Spirit.“ In Developing Holistic Care for Long-term Conditions,
edited by Carl Margereson and Steve Trenoweth, 165-75. London: Routledge, 2010.
Carman, Kristin L., Pam Dardess, Maureen Maurer, Shoshanna Sofaer, Karen Adams,
Christine Bechtel, and Jennifer Sweeney. „Patient and Family Engagement: A Framework for
Understanding the Elements And Developing Interventions and Policies.“ Health Aff 32 (2,
2013): 223-31.
Catlin, Elizabeth A., Jeanne H. Guillemin, Mary Martha Thiel, Sheila Hammond, Marvin L.
Wang, and James O’Donnell. „Spiritual and Religious Components of Patient Care in the
Neonatal Intensive Care Unit: Sacred Themes in a Secular Setting.“ J. Perinatol 21 (7, 2001):
426-31.
Collier, Mary S. „Culture Change to Promote Patient Engagement; It Isn’t How… It’s Who.“
NCMJ 76 (3, 2016): 168-70. doi: 10.18043/ncm.76.3.168 .
Craven, Marilyn A., and Roger Bland. „Better Practices in Collaborative Mental Health Care:
An Analysis of the Evidence Base.“ Can. J. Psychiatry 51 (6, 2006): 7S-72S.
Cunningham, Madonna M. „Consultation, Collaboration and Referral.“ In Clinical Handbook
of Pastoral Counseling, Volume 1, edited by Robert J. Wicks, Richard D. Parsons, and
Donald Capps, 162-70. New York: Paulist Press, 1985 (expanded edition 1993).
„Elust, usust ja usuelust 2015“ [Provisional overview of the results of sociological survey on
‘Life, Religion and Religious Life’ conducted by Ltd. Saar Poll & Estonian Council of
Churches, 2015]. URL:
http://www.saarpoll.ee/UserFiles/File/Elus,%20usust%20ja%20usuelust_2015_ESITLUS_FI
NAL.pdf .
Elwyn, Glyn, Amy Lloyd, Carl May, Trudy van der Weijden, Anne Stiggelbout, Adrian
Edwards, Dominick L. Frosch, Tim Rapley, Paul Barr, Thom Walsh, Stuart W. Grande,

OCCASIONAL PAPERS ON RELIGION IN EASTERN EUROPE (MAY 2017) XXXVII, 3

29

Victor Montori, Ronald Epstein. „Collaborative Deliberation: A Model for Patient Care.“
PEC 97 (2, 2014): 158-64.
ENHCC „Statement - Healthcare Chaplaincy in the Midst of Transition,“ 2014. URL:
http://enhcc.eu/2014_salzburg_statement.pdf .
Epstein, Ronald M., and Richard L. Street. „The Values and Value of Patient-Centred Care.“
Ann Fam Med 9 (2, 2011): 100-3.
Foskett, John. „Is there Evidence-based Confirmation of the Value of Pastoral and Spiritual
Care? An Invitation to Conversation.“ HSCC 1 (1, 2013): 83-90. doi: 10.1558/hscc.v1i1.83 .
Greggo, Stephen P., and Karyn Lawrence. „Clinical appraisal of spirituality: in search of
rapid assessment instruments (RAIs) for Christian counseling.“ J. Psychol. Christ 31 (3,
2012): 253-266.
Guyatt, Gordon, Victor Montori, PJ Devereaux, Holger Schünemann, and Mohit Bhandari.
„Patients at the Centre: in our practice, and in our use of language.“ Evid Based Med 9 (1,
2004): 6-7. doi:10.1136/ebm.9.1.6 .
Handzo, George F., and Harold G. „Spiritual Care: Whose Job is it Anyway?“ South Med J
97 (12, 2004): 1242-4.
Handzo, George F., Mark Cobb, Cheryl Holmes, Ewan Kelly, and Shane Sinclair. „Outcomes
for Professional Health Care Chaplaincy: An International Call to Action.“ J Health Care
Chaplain. 20 (2, 2014): 43-53.
Handzo, George F., Christina M. Puchalski. „The Role of the Chaplain in Palliative Care.“ In
Oxford Textbook of Palliative Medicine, Fifth Edition, edited by Nathan Cherny, Marie
Fallon, and Stein Kaasa, 170-6. Oxford: Oxford University Press, 2015.
Holman, Halsted, and Kate R. Lorig. „Patients as Partners in Managing Chronic Disease.“
BMJ 320 (2000): 526-7. URL: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1117581/
Howard, Naomi, Austyn Snowden, Iain Telfer, and Rob Waller. „Recognizing and Meeting
the Spiritual Needs of Hospital Inpatients.“ HSCC 2013 (1, 2013): 35-48. doi:
10.1558/hscc.v1i1.35 .
IAPO
„Declaration
on
Patient-Centred
Healthcare,“
http://iapo.org.uk/sites/default/files/files/IAPO_declaration_English.pdf .

2006.

URL:

Jankowski, Katherine R.B., George F. Handzo, and Kevin J. Flanelly. „Testing Efficacy of
Chaplaincy Care.“ J Health Care Chaplain. 17 (3-4, 2011): 100-25. doi:
10.1080/08854726.2011.616166 .
Kelcourse, Felicity B. „Prayer and the soul: dialogues that heal.“ Chaplaincy Today 16
(2000): 15-22. doi:10.1023/A:1012554827574 .
Kennedy, Jo, Ian Stirling, Ian McKenzie, and Duncan Wallace. Developing Innovation in
Spiritual Care Education: Research in Primary Health and Social Care. 2013. Edinburgh:

OCCASIONAL PAPERS ON RELIGION IN EASTERN EUROPE (MAY 2017) XXXVII, 3

30

NHS Education for Scotland, 2013. URL: http://www.animateconsulting.co.uk/wpcontent/uploads/2013/09/Chaplaincy-Report_23.01.13.pdf
Koenig, Harold G. „The Spiritual Care Team: Enabling the Practice of Whole Person
Medicine.“ Religions 5 (4, 2014): 1161-74. doi: 10.3390/rel5041161 .
Lehtsaar, Tõnu. Hingehoiu psühholoogia [Psychology of pastoral counselling]. Tallinn:
Logos, 2015.
Lehtsaar, Tõnu; Kaido Soom, and Olga Schihalejev. „Suundumusi nüüdisaegses hingehoius“
[„The developmental trends in contepmporary pastoral counselling“]. Usuteaduslik ajakiri 1
(2015): 83-98.
Macht, Lee B. „Community Psychiatry.“ In The Harvard Guide to Modern Psychiatry, edited
by Armand M. Nicholi, 627-99. Cambridge: Belknap Press of Harvard University Press,
1978.
Margalit, Avishai. The Decent Society. London: Harvard University Press, 2009.
Meel, Liidia. „Socio-Cultural Aspects of the Development of Contemporary Clinical Pastoral
Care in Estonia: A Systematic Review.” Health and Social Care Chaplaincy, 4 (1, 2016): 5770. doi: 10.1558/hscc.v4i1.28461 .
Meel, Liidia. “Defining the Context for Best Practices: Institutional Setting for Clinical
Pastoral Care in Estonia,” (submitted 2016 to the Journal of Religion and Health, status:
under review).
Nolan, Steve. „Re-evaluating Chaplaincy: To Be, or Not…“ HSCC 1(1, 2013): 69-60. doi:
10.1558/hscc.v1i1.49 .
Nolan, Steve. Spiritual Care at the End of Life: The Chaplain as a ‘Hopeful Presence’.
London: Jessica Kingsley Publishers, 2012.
O’Connor, Moira, and Colleen Fisher. „Exploring the Dynamics of Interdisciplinary
Palliative Care Teams in Providing Psychosocial Care: ’Everybody Thinks that Everybody
Can Do It and They Can't’.“ J Palliat Med 14 (2, 2011): 191-6. doi: 10.1089/jpm.2010.0229 .
Olshever, Amy. „Integration of Groupwork Theory and Hospice Interdisciplinary Team
Practice.“ Groupwork 21 (3, 2011): 22-61.
Paal, Piret, Carlo Leget, and Andrew Goodhead. „Spiritual Care Education: Results from an
EAPC
Survey.“
EJPC
22
(2,
2015):
91-95.
URL:
http://www.eapcnet.eu/Portals/0/Clinical/Publications/EJPC22%282%29Paal.pdf
Pomey, Marie-Pascale, Djahanchah P. Ghadiri, Philippe Karazivan, Nicolas Fernandes, and
Nathalie Clavel. „Patients as Partners: A Qualitative Study of Patients’ Engagement in Their
Health
Care.“
PLOS
ONE
10
(4,
2015):
e0122499.
doi:
http://dx.doi.org/10.1371/journal.pone.0122499 .

OCCASIONAL PAPERS ON RELIGION IN EASTERN EUROPE (MAY 2017) XXXVII, 3

31

Puchalski, Christina M., Robert Vitillo, Sharon K. Hull, and Nancy Reller. „Improving the
Spiritual Dimension of Whole Person Care: Reaching National and International Consensus.“
J Palliat Med 17 (6, 2014): 642-56. doi:10.1089/jpm.2014.9427 .
Real, Kevin, and Marshall S. Poole. „A Systems Framework for Health Care Team
Communication.“ In Organizations, Communication and Health, edited by Tyler R. Harrison
and Elizabeth A. Williams, 49-64. New York: Routledge, 2016.
Reimer, Torsten, Tillman Russell, and Christopher Roland. „Decision-making in Medical
Teams.“ In Organizations, Communication and Health, edited by Tyler R. Harrison and
Elizabeth A. Williams, 65-81. New York: Routledge, 2016.
Ringvee, Ringo. „Ristiusu kohtumine teiste vaimsete praktikatega – Eestimaa kogemus“
[„Meeting of Christianity and Other Spiritual Practices – Estonian Experience“]. In Astu Alla
Rahva Hulka [Step Down among the People], edited by Eerik Jõks, 271-82. Tallinn: Eesti
Kirikute Nõukogu [Estonian Council of Churches], 2012.
Rump, Sandra. „Hingehoid Eesti hospiitsides“ [„Pastoral counselling in Estonian hospices“].
Applied higher education research paper, Tartu Teoloogia Akadeemia [Tartu Academy of
Theology], 2013.
Sedmak, Clemens. „Sustainability: Ethical Perspectives.“ In Sustainable Entrepreneurship:
Business Success through Sustainability, edited by Christina Weidinger, Franz Fischler, and
René Schmidpeter, 51-66. Heidelberg: Springer, 2010.
Sedmak, Clemens. “Challenges for humane hospitals.” Paper presented in the ENHCC 13 th
consultation Open for the future: Envisioning Chaplaincy in the midst of transition, Austria,
Salzburg, May 28 - June 1, 2014. URL: http://www.enhcc.eu/salzburg14_notes.pdf .
Sinisalu, Väino. „Patsiendikeskne käsitlus – samm edasi tõenduspõhise meditsiini
kontseptsiooni arengus“ [„Patient-centred Approach – A Step Forward in the Development of
Evidence-based Medicine“]. Eesti Arst [Estonian Physician] 94 (2, 2015): 70-1.
Smith, Amy R. „Using the Synergy Model to Provide Spiritual Nursing Care in Critical Care
Settings.“
CriticalCareNurse
26
(4,
2006):
41-7.
URL:
http://ccn.aacnjournals.org/content/26/4/41.full
Tan, Siang-Yang. Counseling and psychotherapy. A Christian perspective. Grand Rapids:
Baker Academic, 2011.
Thompson, Elizabeth D. „Referral, Consultation and Collaboration.“ In Understanding
Pastoral Counseling, edited by Elizabeth A. Maynard and Jill L. Snodgrass, 344-71. New
York: Springer Publishing Company, 2015.
Titov, Eneken. „Management Paradigm Values in Real and Propagated Level as Prerequisites
of Organizational Success.“ PhD diss., Tallinna Tehnikaülikool [Tallinn University of
Technology], 2015.

OCCASIONAL PAPERS ON RELIGION IN EASTERN EUROPE (MAY 2017) XXXVII, 3

32

Todres, David, Elizabeth A. Catlin, and Mary M. Thiel. „The intensivist in a spiritual care
training program adapted for clinicians.“ Crit. Care Med 33 (12, 2005): 2733-6. URL:
https://www.ncbi.nlm.nih.gov/pubmed/16352952
VandeCreek, Larry, and Arthur M. Lucas, ed. The Discipline for Pastoral Care Giving:
Foundations for Outcome oriented Chaplaincy. Binghampton: The Haworth Press, 2001.
VandeCreek, Larry, ed. Professional Chaplaincy and Clinical Pastoral Education Should
Become More Scientific: Yes and No. Binghampton: The Haworth Press, 2002.
Whelan, Timothy, Carol Sawka, Mark Levine, Amiram Gafni, Leonard Reyno, Andrew
Willan, Jim Julian, Susan Dent, Hakam Abu-Zahra, Edmond Chouinard, Richard Tozer,
Kathleen Pritchard, and Ilona Bodendorfer. „Helping Patients Make Informed Choices: A
Randomized Trial of a Decision Aid for Adjuvant Chemotherapy in Lymph Node-Negative
Breast Cancer.“ JNCI 95 (8, 2003): 581-7. doi: https://doi.org/10.1093/jnci/95.8.581
Williams, Mari L., Michael Wright, Mark Cobb, and Chris Shiels. „A prospective study of
the roles, responsibilities and stresses of chaplains working within a hospice.“ Palliat.
Medicine 18 (7, 2004): 638-45. doi: 10.1191/0269216304pm929oa .
Wittenberg-Lyles, Elaine, Debra Parker Oliver, George Demiris, and Kelly Regehr.
„Interdisciplinary Collaboration in Hospice Team Meetings.“ J Interprof Care 24 (3, 2010):
264-73. doi: 10.3109/13561820903163421 .

OCCASIONAL PAPERS ON RELIGION IN EASTERN EUROPE (MAY 2017) XXXVII, 3

33

